NEW MEXICO
CORRECTIONS DEPARTMENT

Courage Responsibility Ethics Dedication - CREDiIbly serving the public safety of New Mexico

ISSUE DATE: 11/05/93 REVIEWED: 10/31/18
EFFECTIVE DATE: 11/05/93 REVISED:  02/23/15
CD-030900 TITLE: Family and Medical Leave of Absence

AUTHORITY:

Family and Medical Leave Act of 1993, P.L. 103-3 State Personnel Board Rule 1.7.7.12 NMAC.
REFERENCE:

A. U.S. Department of Labor Regulations, Family and Medical Leaves,_

http://webapps.dol.gov/libraryforms
B. New Mexico Corrections Department Policy CD-030600

PURPOSE:

To outline the conditions under which an employee may request time off, pursuant to the Family
Medical and Leave Act (FMLA) for a limited period with job protection and no loss of
accumulated service provided the employee returns to work as specified in this policy.

APPLICABILITY:

All New Mexico Corrections Department (NMCD) employees who meet established eligibility
criteria.

FORMS:

A. Application for Family and Medical Leave form (CD-030901.1)

B. Certification of Health Care Provider for Employee’s Serious Health Condition form
WH-380E United States Department of Labor (4 Pages)

C. Certification of Health Care Provider for Family Member’s Serious Health Condition
form WH-380F United States Department of Labor (4 Pages)

D. Notice of Eligibility and Rights & Responsibilities Certification form WH-381 United
States Department of Labor (2 Pages)

E. Designation Notice form WH-382 United States Department of Labor

F. Certification of Qualifying Exigency For Military Family Leave form WH-384 United
States Department of Labor (3 Pages)

G. Certification of Serious Injury or Illness of Covered Servicemember for Military Family

Leave (Family and Medical Leave Act) form WH-385 United States Department of Labor (4
Pages)


http://webapps.dol.gov/libraryforms
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ATTACHMENTS:

Medical Certification Attachment (CD-030901.A) (2 Pages)

Posting of FMLA

1.

Information about the FMLA will be provided to all employees by the Department by posting
notices in conspicuous places throughout the NMCD.

Information concerning the FMLA will be included in handbooks or other publications that
describe employee benefits or contain policies and practices that are of general interest to
employees.

A copy of this policy will be included in the basic orientation materials for newemployees.

DEFINITIONS:
A. Active Duty or A Call to Active Duty: A federal call or order to active duty (State call to active

duty does not qualify unless by order of the President of the United States) in support of a
contingency operation pursuant to specific enumerated provisions of Section 688 of Title 10 of
the United States Code, such active duty or call to active duty is only made to members of the
National Guard or Reserve components or a retired member of the Regular Armed Forces or
Reserve.

Covered Service member: A current member of the Armed Forces, National Guard or Reserves
who is undergoing treatment, recuperation, is in outpatient status, or is otherwise on the
temporary disabled list for a serious injury or illness.

Eligible Employee: An employee who has been employed by the State of New Mexico for at
least twelve (12) months (which need not be consecutive) in total and who has worked at least
1,250 hours during the 12-month period, and actually performed work, or was on military leave
at least 1,250 hours during the 12 months preceding the commencement of the leave.

Family and/or Medical Leave of Absence (FML): An approved absence available to eligible
employees for up to 12 weeks per year under one or more of the following circumstances: upon
the birth of the employee's child; upon the placement of a child with the employee for adoption
or foster care; when an employee is needed to care for a child, spouse, or parent who has a
serious health condition; when the employee is unable to perform the functions of his or her
position because of a serious health condition; when qualifying exigency occurs while the
employee, the employee’s child, spouse or parent is a member or a Reserve component or a
retired member of the Regular Armed Forces or Reserves and is on active duty or on a Federal
call to active duty.

Health Care Provider: A doctor of medicine or osteopathy, podiatrists, dentists, clinical
psychologist, optometrists, chiropractors, nurse practitioners, nurse midwives authorized to
practice in the State and performing within the scope of their practice as defined by State Law,
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Christian Science practitioners listed with the First Church of Christ Scientist in Boston,
Massachusetts, and any other person determined by the Secretary of the U.S. Department of
Labor to be capable of providing health care services. The definition also includes any health
care provider from whom the state's group health plan's benefits manager will accept medical
certification of the existence of a serious health condition.

F. Involuntary Separation: Involuntary removal of an employee from the classified service
without prejudice as provided for in 1.7.10.13 NMAC.

G. Military Careqgiver Leave: FML to care for a covered service member who has suffered serious
injury or illness.

H. Qualifying Exigency: A non-medical activity that is directly related to the covered military
member’s active duty or call to active duty status. For an activity to qualify as an exigency, it
must fall within one of seven categories of activities to be mutually agreed to by the
Department and the employee. The seven categories include:

1. Short-notice deployment (leave permitted up to seven days if the military member receives
seven or fewer days notice of a call to active duty);

Military events and related activities;

Certain temporary childcare arrangements and school activities (but not ongoingchildcare);
Financial and legal arrangements;

Counseling by a non-medical counselor (such as a member of the clergy);

Rest and recuperation (leave permitted up to five days when the military member is on
temporary rest and recuperation leave); or

7. Post-deployment military activities.

S kwh

Serious Health Condition: An illness, injury, impairment of physical or mental condition that
involves one of the following: 1) hospital care; 2) absence plus treatment; 3) pregnancy; 4)
chronic conditions requiring treatments; 5) permanent long-term conditions requiring
supervision; and, 6) multiple conditions or chronic conditions.

When a condition requires three consecutive days of incapacity plus two visits to a healthcare
provider, the two visits to a health care provider must take place within thirty days of the
commencement of the period of incapacity, and that the first visit must take place within seven
(7) days of the commencement of the period of incapacity.

A serious health condition under the FMLA may also include a condition that requires three
consecutive days of incapacity plus a regimen of continuing treatment. The first visit to the
health care provider, which is part of the continuing treatment, is to occur within seven (7) days
of the commencement of the period of incapacity and to qualify as a chronic serious health
condition, the condition must require the employee to make at least two annual visits to a health
care provider.
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POLICY:

A. Eligible employees requesting a Family or Medical Leave shall be required to first take all
accumulated sick leave, annual leave, compensatory time, and personal holiday as FML before
being placed on unpaid FML. Sick leave must be exhausted before using other types of leave.

Employees must follow the Department’s procedures for requesting leave and calling in
absences. Failure to do so may result in the time not being approved. In addition, if an
employee simply calls in sick, does not follow the Department’s call-in procedures, or does not
provide sufficient information, the leave may not be designated as FMLA.

Employees on FML are still subject to a furlough, reduction in force or reassignment that
would have occurred otherwise had the employee been working.

B. The Department will require a health care provider's certification of a serious health condition
to support a claim for leave for an employee's own serious health condition or to care for a
seriously ill child, spouse or parent. For the employee's own medical leave, the certification
must include a statement that the employee is unable to perform the essential functions of his
or her position and an estimate of the amount of leave necessary. For leave to care for a
seriously ill child, spouse or parent, the certification must include an estimate of the amount of
time the employee is needed to provide care. The Department should request the certification
at the time employee gives notice of leave or within five (5) business days thereafter.

Once requested, it is the employee’s responsibility to provide the Department with the medical
certification within fifteen (15) calendar days.

a.  If the certification is incomplete or unclear, the employee has seven (7) additional
calendar days to provide more complete information.

b. If the certification is still insufficient, a representative from human resources may contact
the employee’s health care provider for clarification or authentication of the employee’s
medical certification.

c. The Human Resources Bureau Chief may require a second opinion from a health care
provider designated by the Human Resources Bureau Chief. The Department will paythe
cost of the second opinion, if required.

d. Ifthere is a difference between the medical certification and the second opinion, the
Human Resources Bureau Chief may require a third opinion from a mutuallyagreeable
provider. The Department will pay the cost of the third opinion.

e. Employees may be asked to recertify the need for the FMLA after thirty (30) days from
receipt of past medical certification, in less than thirty (30) days in certain circumstances
such as a change in the employee's condition, or every six (6) months.

f.  All medical certifications and related information that describe the health or medical
history or condition of the employee or family members must be handled asconfidential
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medical information. Such information must be stored in a file separately from the
personnel file.

g.  When certification is requested, it is the employee’s responsibility to provide the
Department with timely, complete, and sufficient certification and failure to do so may
result in delay or denial of FML.

C. If medically necessary for a serious health condition of the employee or his or her spouse, child
or parent, leave may be taken on an intermittent or reduced leave schedule. If leave is
requested on this basis for planned treatment, the Department may transfer the employee to
another position which better accommodates the leave requirements provided the employee
qualifies for the position and has the same salary range and status. Upon completion of the
planned treatment, the employee shall be returned to their original position.

D. A husband and wife who are both employed by the Department are entitled to a combined total
of 12 weeks (480 hours) during an eligibility year for a birth of a child or placement of a child
for adoption or foster care. The combined limitation does not apply to leave taken by either
spouse to care for the other who is seriously ill and unable to work, to care for a child with a
serious health condition or for his or her own serious health condition.

E. When the need for leave is foreseeable, such as the birth or adoption of a child or planned
medical treatment, employees must request FML thirty (30) days in advance or as soon as
practicable. In the case of illness, the employee will be required to report periodically on his
or her health status and intention to return to work.

F. The eligibility year used by the Department is the 12-month period measured forward from the
date the employee first begins his or her FML. For the birth or adoption of a child, the
eligibility year expires 12 months from the birth or placement of the child.

G. All requests for long-term (40 hours or more) sick leave usage will be evaluated to determine
if the requests meet the requirements of the FML. If the request meets the requirements of the
FML, the employee will have their leave so designated and the employee will be promptly
notified in writing that they are being placed on FML and provided with a copy of this policy.

H. An employee who is entitled to take leave to care for a covered servicemember (Military
Caregiver Leave) may be approved for up to a total of 26 weeks of leave during a single 12-
month period as provided for in the FMLA. The single 12-month period is measured forward
from the date an employee’s leave to care to the covered service member begins.

I.  In cases where an FML request is for a qualifying exigency, the Department will provide the
employee with a copy of the Certification of Qualifying Exigency For Military Family
Leave form WH-384 United States Department of Labor (3 Pages) to be completed by the
employee. The completed form along with the documentation that the employee provides will
be used to determine if the leave request qualifies and the length of the leave.
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J. Employees may settle or release their FMLA claims without first obtaining court or agency
approval. Although an employee may waive any pending FMLA claim, the prospective waiver
of an employee’s FMLA rights is prohibited.

K. The time an employee spends performing “light-duty” work or performing modified duties in
an Early Return to Work Program does not count towards an employee’s FMLA leave.

T Y1 g~
10/31/18

David Jablonski, Secretary of Corrections Date
New Mexico Corrections Department
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NEW MEXICO
CORRECTIONS DEPARTMENT

Courage Responsibility Ethics Dedication - CREDiIbly serving the public safety of New Mexico

ISSUE DATE: 11/05/93 REVIEWED: 10/31/18
EFFECTIVE DATE: 11/05/93 REVISED:  02/23/15
CD-030901 TITLE: Family and Medical Leave of Absence

AUTHORITY:
Policy CD-030900
PROCEDURES:
A. Completion of Application for Family and Medical Leave form (CD-030901.1)

1. An Application for Family and Medical Leave form (CD-030901.1) must be completed
in detail, signed by the employee and submitted to his or her human resource office. If
possible, the form should be submitted thirty (30) days in advance of the effective date of
the leave. The form must be completed in its entirety and submitted to the Human
Resource Bureau Chief. A copy of the approved application only shall be provided to the
employee and his or her immediate supervisor.

2. All requests for a Family or Medical Leave of Absence due to medical condition must be
accompanied by health care provider Certification of Health Care Provider for Family
Member’s Serious Health Condition form WH-380F United States Department of
Labor (4 Pages) to support a claim for leave.

3. In cases where an FMLA leave is for a qualifying exigency, the employee should
complete the Certification of Qualifying Exigency For Military Family Leave form
WH-384 United States Department of Labor (3 Pages). The completed form along with
the documentation that the employee provides will be used to determine if the leave
request qualifies and the length of the leave. When certification is requested, it is the
employee’s responsibility to provide the Department with timely, complete, and sufficient
certification and failure to do so may result in delay or denial of FMLA leave.

4. In cases where an FMLA leave is for Military Caregiver Leave, the employee and an
authorized military health care provider of the covered service member should complete
the Certification of Serious Injury or Iliness of Covered Service member for Military
Family Leave (Family and Medical Leave Act) form WH-385 United States
Department of Labor (4 Pages). The completed form along with the documentation that
the employee provides will be used to determine if the leave request qualifies and the
length of the leave. When certification is requested, it is the employee’s responsibility to
provide the Department with timely, complete, and sufficient certification and failure to
do so may result in delay or denial of FMLA leave.
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B. Benefits Coverage During Leave:

1

During a period of family or medical leave, an employee will be retained on the
Department's health plan (health and dental) under the same conditions that applied before
leave commenced. To continue health coverage, the employee must continue to make
contributions that he or she made to the plan before taking leave. Failure of the employee
to pay his or her share of the health premium may result in loss of coverage.

If the FML includes paid leave and there is enough pay to cover the employee’s share of
the premium, the employee's share will be paid through payroll deduction. If the FML is
unpaid, special arrangements must be made with the employee's payroll officer prior to
the leave. Employees must make arrangements with their payroll officer to pay the
employee's portion of the health plan prior to leaving on FML. Employees who are
delinquent in paying their share of the health plan premium for more than thirty (30) days
will cause the coverage to lapse.

Employees who fail to return to work after expiration of the FML leave must reimburse
the Department for the payment of the health plan premiums unless the reason the
employee fails to return is the presence of a serious health condition which prevents the
employee from performing his or her job or for circumstances beyond the employee's
control.

An employee on unpaid FML is not entitled to the accrual of any seniority or employment
benefits that would have been accrued if not for the taking of the leave. An employee
who takes family or medical leave will not lose seniority or employment benefits that
accrued before the date the leave began. Employees on FML unpaid leave will NOT
accrue leave.

C. Restoration to Employment:

1

Upon return from FML, an employee will be restored to his or her previous position or to
a position with equivalent pay, benefits and other terms and conditions of employment.

Every effort will be made to restore the employee to his or her previous position but an
equivalent position shall remain an option if the previous position is unavailable for any
reason.

A health care provider must corroborate the employee's fitness for return to duty by
providing written proof that the employee can perform all the essential functions of his or
her position. Failure to comply will delay reentry into a paid status.

a Whenever a non-custody employee is on approved FML leave due to a personal
serious health condition for thirty (30) days or more, a return-to-work statement will
be required.
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b.  Whenever a custody employee is on approved FML leave due to a personal serious
health condition for five (5) days or more, a return-to-work statement will be
required.

4. If an employee wishes to return to work prior to the expiration of a family and medical
leave absence, notification must be given to the employee's supervisor at least five (5)
working days prior to the employee's planned return.

D. Failure to Return from Leave:

1. The failure of an employee to return to work upon the expiration of FML may result in an
involuntary separation or subject the employee to discipline up to and including dismissal
unless an extension is granted.

2. Anemployee, who requests an extension of FML for a valid reason, must submit a request
for an extension to human resources as soon as the employee realizes that he or she will
not be able to return, but in any event, before approved leave expires.

3. An eligible employee (and dependents) in the collective bargaining unit with chronic

health conditions that may reasonably required frequent absences and charges to sick
leave, may provide the NMCD with an annual certification.

T Y1 g~
10/31/18

David Jablonski, Secretary of Corrections Date
New Mexico Corrections Department
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Form CD-030901.1
Revised 02/23/15

NEW MEXICO CORRECTIONS DEPARTMENT
Application for Family or Medical L eave

Name: Employee ID:

Current Address:

Start Date of Anticipated Leave:

Expected Date of Return to Work:

Reason for Leave (explain):

Number of Sick Leave Hours requested:

Number of Annual Leave Hours requested:

Number of Unpaid Leave Hours requested:

Number of Compensatory Time Hours requested:

NOTE: A leave request based on an employee's serious health condition, serious health condition of
an employee's spouse, child, or parent, or for serious injury or illness of covered service
member for Military Family Leave must be accompanied by a verifying medical certification
from a physician.

I hereby authorize the medical release/release of any information necessary to process the above
request.

I understand that failure to return to work at the end of my leave period may result in an involuntary
separation or subject me to disciplinary action up to and including dismissal unless an extension has
been agreed upon and approved in writing by the Corrections Department.

Signature: Date:

GINA Statement

The Genetic Information Nondiscrimination Act of 2008 (GINA) prohibits employers and other entities

covered by GINA Title Il from requesting or requiring genetic information of employees or their family

members. In order to comply with this law, we are asking that you not provide any genetic information

when responding to this request for medical information. “Genetic information,” as defined by GINA,

includes an individual’s family medical history, the results of an individual or an individual’s family member
sought or received genetic services, and genetic information of a fetus carried by an individual or an
individual’s family member or an embryo lawfully held by an individual or family member receiving
assistive reproductive service.



Employee’s Serious Health Condition Wage and Hour Division

Certification of Health Care Provider for U.S. Department of Labor m,“
(Family and Medical Leave Act) U5 Whge and Hour Divi

DO NOT SEND COMPLETED FORM TO THE DEPARTMENT OF LABOR: RETURN TO THE PATIENT OMB Control Number: 1235-0003

Expires: 5/31/2018
SECTION I: For Completion by the EMPLOYER
INSTRUCTIONS to the EMPLOYER: The Family and Medical Leave Act (FMLA) provides that an employer may
require an employee seeking FMLA protections because of a need for leave due to a serious health condition to submit a
medical certification issued by the employee’s health care provider. Please complete Section I before giving this form to
your emplovee. Your response is voluntary. While you are not required fo use this form. you may not ask the employee to
provide more information than allowed under the FMLA regulations, 29 CF R. §§ 825.306-825.308. Employers must
generally maintain records and documents relating to medical certifications. recertifications. or medical histories of
employees created for FMLA purposes as confidential medical records in separate files/records from the usual personnel
files and in accordance with 29 C.F.R. § 1630.14(c)(1). if the Americans with Disabilities Act applies, and in accordance
with 29 CFR. § 1635.9, if the Genetic Information Nondiscrimination Act applies.

Employer name and contact:

Employee’s job title: Regular work schedule:

Employee’s essential job functions:

Check if job description is attached:

SECTION II: For Completion by the EMPLOYEE

INSTRUCTIONS to the EMPLOYEE: Please complete Section II before giving this form to vour medical provider.
The FMLA permits an employer to require that you submit a timely. complete. and sufficient medical certification to
support a request for FMLA leave due to your own serious health condition. If requested by your employer. your response
is required to obtain or retain the benefit of FMLA protections. 29 U.S.C. §§ 2613. 2614(c)(3). Failure to provide a
complete and sufficient medical certification may result in a denial of your FMLA request. 20 CFR. § 825.313. Your
employer must give you at least 15 calendar days to return this form 29 CF.R. § 825.305(b).

Your name:
First Middle Last

SECTION III: For Completion by the HEALTH CARE PROVIDER

INSTRUCTIONS to the HEALTH CARE PROVIDER: Your patient has requested leave under the FMLA. Answer.
fully and completely. all applicable parts. Several questions seek a response as to the frequency or duration of a
condition. treatment. etc. Your answer should be your best estimate based upon your medical knowledge. experience. and
examination of the patient. Be as specific as you can; terms such as “lifetime.” “unknown.” or “indeterminate™ may not
be sufficient to determine FMLA coverage. Limit your responses to the condition for which the employee is seeking
leave. Do not provide information about genetic tests. as defined in 29 C.F.R. § 1635.3(f). genetic services. as defined in
20 C.F.R § 1635.3(e). or the manifestation of disease or disorder in the employee’s family members. 29 CFR. §
1635.3(b). Please be sure to sign the form on the last page.

Provider’s name and business address:

Type of practice / Medical specialty:

Telephone: ( ) Fax:( )

Page 1 Form WH-380-E Revised May 2015



PART A: MEDICAL FACTS
1. Approximate date condition commenced:

Probable duration of condition:

Mark below as applicable:
Was the patient admitted for an overnight stay in a hospital. hospice. or residential medical care facility?
_ No __ Yes. Ifso. dates of admission:

Date(s) you treated the patient for condition:

Will the patient need to have treatment visits at least twice per year due to the condition? No Yes.

Was medication. other than over-the-counter medication, prescribed? _ No __ Yes.

Was the patient referred to other health care provider(s) for evaluation or treatment (e.g.. physical therapist)?
No Yes. If so, state the nature of such treatments and expected duration of treatment:

2.Is the medical condition pregnancy? _ No __ Yes. Ifso. expected delivery date:

3. Use the information provided by the employer in Section I to answer this question. If the emplover fails to
provide a list of the employee’s essential functions or a job description, answer these questions based upon
the employee’s own description of his/her job functions.

Is the employee unable to perform any of his/her job functions due fo the condition: No Yes.

If so. identify the job functions the employee is unable to perform:

4. Describe other relevant medical facts. if any. related to the condition for which the employee seeks leave
(such medical facts may include symptoms. diagnosis. or any regimen of continuing treatment such as the use
of specialized equipment):
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PART B: AMOUNT OF LEAVE NEEDED
5. Will the employee be incapacitated for a single continuous period of time due to his’her medical condition.
including any time for treatment and recovery? __ No __ Yes.

If so. estimate the beginning and ending dates for the period of incapacity:

6. Will the employee need to attend follow-up treatment appointments or work part-time or on a reduced
schedule because of the employee’s medical condition? __ No __ Yes.

If so. are the treatments or the reduced number of hours of work medically necessary?
__No __ Yes.

Estimate treatment schedule. if any. including the dates of any scheduled appointments and the time
required for each appointment. including any recovery period:

Estimate the part-time or reduced work schedule the employee needs. if any:
hour(s) per day; days per week from through

7. Will the condition cause episodic flare-ups periodically preventing the employee from performing his‘her job
functions? No Yes.

Is it medically necessary for the employee to be absent from work during the flare-ups?
No Yes. If so, explain:

Based upon the patient’s medical history and your knowledge of the medical condition, estimate the
frequency of flare-ups and the duration of related incapacity that the patient may have over the next 6
months (e.g.. 1 episode every 3 months lasting 1-2 days):

Frequency z times per week(s) month(s)
Duration: hours or ___ day(s) per episode

ADDITIONAL INFORMATION: IDENTIFY QUESTION NUMBER WITH YOUR ADDITIONAL
ANSWER.
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Signature of Health Care Provider Date

PAPERWORK REDUCTION ACT NOTICE AND PUBLIC BURDEN STATEMENT
If submitted, it is mandatory for employers to retain a copy of this disclosure m their records for three years. 20 U.5.C. § 2616; 29
CFE. §825.500. Persons are not required to respond to this collection of mformation unless it displays a currently valid OMB
confrol number. The Department of Labor estimates that it will take an average of 20 minutes for respondents to complete this
collection of mformation, mcluding the time for reviewing mstructions. searching existing data sources, gathening and maintaming
the data needed, and completing and reviewing the collechion of imformation. If you have any comments regarding this burden
estimate or any other aspect of this collection information, including suggestions for reducing this burden, send them to the
Admimistrator. Wage and Hour Division, U.S. Department of Labor, Room 5-3502, 200 Constitution Ave., NW. Washington, DC
20210. DO NOT SEND COMPLETED FORM TO THE DEPARTMENT OF LABOR: RETUEN TO THE PATIENT.
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Family Member's Serious Health Condition ~ Wage and Hour Division
(Family and Medical Leave Act)

DO NOT SEND COMPLETED FORM TO THE DEPARTMENT OF LABOR: RETURN TO THE PATIENT. OMB Control Number: 1235-0003

Expires: 5/31/2018
SECTIONI: For Completion by the EMPLOYER
INSTRUCTIONS to the EMPLOYER: The Family and Medical Leave Act (FMLA) provides that an employer
may require an employee seeking FMLA protections because of a need for leave to care for a covered family
member with a serious health condition to submit a medical certification issued by the health care provider of the
covered family member. Please complete Section I before giving this form to your employee. Your response is
voluntary. While you are not required to use this form, you may not ask the employee to provide more information
than allowed under the FMLA regulations, 29 C.F.R. §§ 825.306-825.308. Employers must generally maintain
records and documents relating to medical certifications. recertifications. or medical histories of employees’ family
members. created for FMLA purposes as confidential medical records in separate files/records from the usual
personnel files and in accordance with 29 C.F.R. § 1630.14(c)(1), if the Americans with Disabilities Act applies.
and in accordance with 29 C.F.R. § 1635.9. if the Genetic Information Nondiscrimination Act applies.

Certification of Health Care Provider for U.S. Department of Labor m“.
*

Employer name and contact:

SECTION II: For Completion by the EMPLOYEE

INSTRUCTIONS to the EMPLOYEE: Please complete Section II before giving this form to your family
member or his’her medical provider. The FMLA permits an employer to require that you submit a timely,
complete, and sufficient medical certification to support a request for FMLA leave to care for a covered family
member with a serious health condition. If requested by your employer. your response is required to obtain or
retain the benefit of FMLA protections. 29 U.S.C. §§ 2613. 2614(c)(3). Failure to provide a complete and
sufficient medical certification may result in a denial of your FMLA request. 29 C.F.R. § 825.313. Your employer
must give you at least 15 calendar days to return this form to your employer. 29 CF.R. § 825.305.

Your name:
First Middle Last

Name of family member for whom you will provide care:

First Middle Last
Relationship of family member to you:

If family member is your son or daughter, date of birth:

Describe care you will provide to your family member and estimate leave needed to provide care:

Employee Signature Date
Pagel CONTINUED ON NEXT PAGE Form WH-380-F Revised May 2015



SECTION III: For Completion by the HEALTH CARE PROVIDER

INSTRUCTIONS to the HEALTH CARE PROVIDER: The employee listed above has requested leave under
the FMLA to care for your patient. Answer. fully and completely. all applicable parts below. Several questions
seek a response as to the frequency or duration of a condition, treatment. etc. Your answer should be your best
estimate based upon your medical knowledge. experience. and examination of the patient. Be as specific as you
can; terms such as “lifetime.” “unknown.” or “indeterminate” may not be sufficient to determine FMLA
coverage. Limit your responses fo the condition for which the patient needs leave. Do not provide information
about genetic fests, as defined in 29 C.F.R. § 1635.3(f). or genetic services, as defined in 29 CFR. § 1635.3(e).
Page 3 provides space for additional information, should you need it. Please be sure to sign the form on the last

page.

Provider’s name and business address:

Type of practice / Medical specialty:
Telephone: ( ) Fax:( )
PART A: MEDICAL FACTS

1. Approximate date condition commenced:

Probable duration of condition:

Was the patient admitted for an overnight stay in a hospital. hospice. or residential medical care facility?
__No __ Yes. Ifso. dates of admission:

Date(s) you treated the patient for condition:

Was medication. other than over-the-counter medication. prescribed? No _ Yes.

Will the patient need to have treatment visits at least twice per year due to the condition? No Yes

Was the patient referred to other health care provider(s) for evaluation or treatment (e.g.. physical therapist)?
No Yes. If so. state the nature of such treatments and expected duration of treatment:

2. Is the medical condition pregnancy? __ No __ Yes. Ifso. expected delivery date:

3. Describe other relevant medical facts. if any. related to the condition for which the patient needs care (such
medical facts may include symptoms. diagnosis. or any regimen of confinuing treatment such as the use of
specialized equipment):
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PART B: AMOUNT OF CARE NEEDED: When answering these questions. keep mmmdthatymnpahmt s need

for care by the employee seeking leave may include assistance with basic medical. hygienic. nutritional. safety or

transportation needs. or the provision of physical or psychological care:

4. Will the patient be incapacitated for a single continuous period of time. including any time for treatment and
recovery? _ No __ Yes.

Estimate the beginning and ending dates for the period of incapacity:

During this time. will the patient need care? _ No __ Yes.

Explain the care needed by the patient and why such care is medically necessary:

5. Will the patient require follow-up treatments. including any time for recovery? __ No Yes.

Estimate treatment schedule, if any. including the dates of any scheduled appointments and the time required for
each appointment. including any recovery period:

Explain the care needed by the patient, and why such care is medically necessary:

6. Will the patient require care on an intermittent or reduced schedule basis. including any time for recovery? __
No __ Yes.

Estimate the hours the patient needs care on an intermittent basis, if any:

hour(s) per day: days per week from through

Explain the care needed by the patient. and why such care is medically necessary:
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7. Will the condition cause episodic flare-ups periodically preventing the patient from participating in normal daily
activities? No Yes.

Based upon the patient’s medical history and vour knowledge of the medical condition, estimate the frequency of
flare-ups and the duration of related incapacity that the patient may have over the next 6 months (e.g.. 1 episode
every 3 months lasting 1-2 days):

Frequency: times per week(s) month(s)
Duration: hours or ___ day(s) per episode
Does the patient need care during these flare-ups? No Yes.

Explain the care needed by the patient. and why such care is medically necessary:

ADDITIONAL INFORMATION: IDENTIFY QUESTION NUMBER WITH YOUR ADDITIONAL ANSWER.

Signature of Health Care Provider Date

PAPERWORK REDUCTION ACT NOTICE AND PUBLIC BURDEN STATEMENT

If submitted. it is mandatory for employers to retain a copy of this disclosure in their records for three years. 20 US.C. § 2616:
29 CF.R. § 825.500. Persons are not required to respond to this collection of information unless it displays a currently valid OMB
control number. The Department of Labor estimates that it will take an average of 20 minutes for respondents to complete this
collection of information. including the time for reviewing instructions, searching existing data sources, gathering and maintaining the
data needed, and completing and reviewing the collection of information. If you have any comments regarding this burden estimate
or any other aspect of this collection information. including suggestions for reducing this burden. send them to the Administrator.
Wage and Hour Division, U.S. Department of Labor. Room S-3502. 200 Constitution Ave., NW, Washington. DC 20210.

DO NOT SEND COMPLETED FORM TO THE DEPARTMENT OF LABOR; RETURN TO THE PATIENT.
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Certification of Health Care Provider for U.S. Department of Labor
Employee’s Serious Health Condition Wage and Hour Division mn
(Family and Medical Leave Act) R e

DO NOT SEND COMPLETED FORM TO THE DEPARTMENT OF LABOR: RETURN TO THE PATIENT OMB Control Number: 1235-0003

Expires: 5312018
SECTION I: For Completion by the EMPLOYER
INSTRUCTIONS to the EMPLOYER: The Family and Medical Leave Act (FMLA) provides that an employer may
require an emplovee seeking FMLA protections because of a need for leave due to a serious health condition to submit a
medical certification issued by the employee’s health care provider. Please complete Section I before giving this form to
your emplovee. Your response is voluntary. While you are not required to use this form. you may not ask the employee to
provide more information than allowed under the FMLA regulations, 29 CF.R. §§ 825.306-825.308. Employers must
generally maintain records and documents relating to medical certifications. recertifications. or medical histories of
employees created for FMLA purposes as confidential medical records in separate files/records from the usual personnel
files and in accordance with 20 C.F.R. § 1630.14(c)(1). if the Americans with Disabilities Act applies, and in accordance
with 29 CFR. § 1635.9, if the Genetic Information Nondiscrimination Act applies.

Employer name and contact:

Employee’s job title: Regular work schedule:

Employee’s essential job functions:

Check if job description is aftached:

SECTION II: For Completion by the EMPLOYEE

INSTRUCTIONS to the EMPLOYEE: Please complete Section II before giving this form to vour medical provider.
The FMLA permits an employer to require that vou submit a timely. complete. and sufficient medical certification to
support a request for FMLA leave due to your own serious health condition. If requested by your employer. your response
is required to obtain or retain the benefit of FMLA protections. 29 U.S.C. §§ 2613. 2614(c)(3). Failure to provide a
complete and sufficient medical certification may result in a denial of your FMLA request. 29 CFR. § 825.313. Your
employer must give you at least 15 calendar days to refurn this form 29 C.F.R. § 825.305(b).

Your name:
First Middle Last

SECTION III: For Completion by the HEALTH CARE PROVIDER

INSTRUCTIONS to the HEALTH CARE PROVIDER: Your patient has requested leave under the FMLA. Answer,
fully and completely. all applicable parts. Several questions seek a response as to the frequency or duration of a
condition, treatment. etc. Your answer should be your best estimate based upon your medical knowledge. experience, and
examination of the patient. Be as specific as you can: terms such as “lifetime.” “unknown.” or “indeterminate™ may not
be sufficient to determine FMLA coverage. Limit your responses to the condition for which the employee is seeking
leave. Do not provide information about genetic tests. as defined in 29 C.F.R. § 1635.3(f). genetic services. as defined in
20 C.F.R § 1635.3(e). or the manifestation of disease or disorder in the employee’s family members. 29 CF.R. §
1635.3(b). Please be sure to sign the form on the last page.

Provider’s name and business address:

Type of practice / Medical specialty:

Telephone: ( ) Fax:( )
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If your leave doe: qualify as FMLA leave you will have the following rezponsibilities while on FMLA leave (only checked blanks apply):

R Contact at to make arrangements to continue to make your share
of the premium payments on your health insurance to maintam health benefits while you are on leave. You have a minimum 30-day (or. indicate
longer peniod. if applicable) sxace period in which to make premium payments. If payment 15 not made timely, your group health msurance may be
cancelled, provided we notify you m wniting at least 15 days before the date that your health coverage will lapse, or, at our option, we may pay vour
share of the premmms during FMLA leave, and recover these payments from you upon your retum to work.

You wall be required to use your avaiable paid sick, vacation, and/or other leave dunng your FMLA absence. This
means that you will receive your paid leave and the leave wall also be considered protected FMLA leave and counted zzainst your FMLA leave
entitlement.

Due to your status within the pany, you are 1dered a “key employee” as defined in the FMLA. As a “key employee,” restoration to
employment may be denied following FMLA leave on the grounds that such restoration will cause substantial and grnevous economic mjury to us.
We __ have’_ have not determined that restoning you to employment at the conclusion of FMLA leave will cause substantial and grievous
economic harm to us.

While on leave you will be required to furnish us with peniodic reports of your status and intent to return to work every
(Indicate interval of peniodic reports, as appropriate for the particular leave situation).

If the circumstances of your leave change, and you are able to return to work earlier than the date indicated on the thiz form, you will be required
to notify us at least two workdays prior to the date you intend to report for work

If vour leave does qualify as FMLA leave you will have the followmg rights while on FMLA leave:

*  You have a nght under the FMLA for up to 12 weeks of unpaid leave in a 12-month period calculated as:
the calendar year (January — December).

a fixed leave year based on
the 12-month period measured forward from the date of your first FMLA leave usage.

a “rolling” 12-month peniod measured backward from the date of any FMLA leave usage.

*  You have a nght under the FMLA for up to 26 weeks of unpaid leave in a single 12-month period to care for a covered servicemember with a zerious
mjury or illness. This sngle 12-month pertod d on

*  Your health benefits must be mamtamed dunng any period of unpaid leave under the same conditions as if you inued to work.

*  Youmust be reinstated to the same or an equivalent job with the same pay, benefits. and terms and conditions of employment on your return from
FMLA-protected leave. (If your leave extends beyond the end of your FMLA entitlement, you do not have retum rights under FMLA )

*  Ifyou do not return to work following FMLA leave for a reazon other than: 1) the continuation. recuirence. or onset of a serious health condiion which
would enfitle you to FMLA leave; 2) the continuation. recurrence. or onset of 2 coverad servicemember’s senous mjury or illness which would entitle
vou to FMLA leave; or 3) other crcumstances beyond vour control, you may be required to reimburse us for our share of health msurance premmums
paid on your behalf during your FMLA leave.

¢ If we have not informed you above that you must use accrued paid leave while taking your unpaid FMLA leave entitlement. you have the nght to have
__sick,____vacation, and/or ___ other leave run concwrrently with your unpaid leave entitlement. provided you meet any applicable requirements
of the leave policy. Applicable conditions related to the substitution of paid leave are referenced or set forth below. If you do not meet the requrements
for taking paid leave, you remain entitled to take unpaid FMLA leave.

For a copy of conditi pphicable to sick/vacation/other leave usage please refer to available at:

Applicable conditions for use of paid leave:

Once we obtain the information from you as specified above, we will inform you, within 5 business days, whether your leave will be dezignated as
FAMLA leave and count towards your FAILA leave entitlement. If you have any questions, please do not hesitate to contact:

at

PAPERWORK REDUCTION ACT NOTICE AND PL'BLIC BURDEN STATEMENT
It 15 mandatory for enployers to provide employees wath notice of thewr ehgibility for FMLA pr 1on and their nights and responsibilities. 29 US.C. § 2617: 29
C.FR§S"3300(b) (c) Insmzndzxor) ﬁorenploverbxemnacopw ofﬂmdnsclmmd:exrmconkfordueeyezr 29US.C. §2616; 29 CFR. § 825.500.
Persons are not requured to respond to ths coll of 1 unless 1t displays a curently valid OMB control ber. The D oflabor 1 that it
will take an average of 10 o for dents to lete this collection of information. mchiding the time for reviewing instruct: ing datz
som&gz&mngandmxﬁxmg&edaame«hdmdm]&tngmdmmmghmﬂmwofmfam&m If)onhavean\eommnxe@dmgdnsb\lden
estimate or any other aspect of this collection Information. including suggestions for reducing this burden. send them to the Admmistrator. Wage and Hour Division,
U.S. Department of Labor, Room $-3502. 200 Constitution Ave., NW, Washington, DC 20210. DO\OTSENDTEECO\DIII'EDFOK\ITOTBE“ AGE
AND HOUR DIVISION.
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Designation Notice U.S. Department of Labor mn
(Family and Medical Leave Act) Wage Sl Fious Evisioa e

OMB Control Number: 1235-0003

Expires: 5/3172018

Leave covered under the Family and Medical Leave Act (FAMLA) must be designated as FA[LA-protected and the employer must inform the employee of the
amount of leave that will be counted against the employee's FAILA leave entitlement. In order to determine whether leave is covered under the FALA, the
employer may request that the leave be supported by a certification. If the certification is mcomplete or msnfﬁcxen(, the emplm er must state in writing what
additional information is necessary to make the certification complete and sufficient, While use of this form by 1, a fully leted Form
WH-382 provides an easy method of providing employees with the written information required by 29 C.F.R. §§ 825 300((), 82: 301, and 825, 30~(c)

To:

Date:

We have reviewed your request for leave under the FMLA and any supporting documentation that you have provided.
We received your most recent information on and decided:

Your FMLA leave request is approved. All leave taken for this reason will be designated as FMLA leave.

The FMLA requires that you notify us as soon as practicable if dates of scheduled leave change or are extended, or were
initially unknown. Based on the information you have provided to date, we are providing the following information about the
amount of time that will be counted against your leave entitlement:

Provided there is no deviation from your anticipated leave schedule. the following number of hours, days. or weeks will be
counted against your leave entitlement:

Because the leave you will need will be unscheduled, it is not possible to provide the hours, days. or weeks that will be counted
against your FMLA entitlement at this time. You have the right to request this information once in a 30-day period (if leave
was taken in the 30-day period).

Please be advised (check if applicable):
You have requested to use paid leave during your FMLA leave. Any paid leave taken for this reason will count against your
FMLA leave entitlement.

We are requiring you to substitute or use paid leave during your FMLA leave.

You will be required to present a fitness-for-duty certificate to be restored to employment. If such certification is not timely
received. your return to work may be delayed until certification is provided. A list of the essential functions of your position
is ___ is not attached. Ifattached, the fitness-for-duty certification must address your ability to perform these functions.

Additional information is needed to determine if your FMLA leave request can be approved:

The certification you have provided is not complete and sufficient to determine whether the FMLA applies to your leave

request. You must provide the following information no later than . unless it is not
(Provide at least seven calendar days)

practicable under the particular circumstances despite your diligent good faith efforts. or your leave may be denied.

(Specify mformation needed to make the certification complete and sufficient)

We are exercising our right to have you obtain a second or third opinion medical certification at our expense. and we will
provide further details at a later time.
Your FMLA Leave request is Not Approved.

The FMLA does not apply to your leave request.
You have exhausted your FMLA leave entitlement in the applicable 12-month period.

PAPERWORK REDUCTION ACT NOTICE AND PUBLIC BURDEN STATEMENT
It 15 mandatory for employers to inform employees m wiiting whether leave requested under the FMLA has been determined to be covered under the FMLA 29 US.C.
§2617; 29CFR §§ 825.300(d), (e)- Insmandator) for employers to retam a copy of this disclosure in thewr records for three years. 29 US.C. § 261629 CFR §
825.500. Persons are not required to respond to this collection of information unless it displays a cwrently valid OMB control mumber. '[heDepamnemoflabo«
esmnatesthztnmﬂnkeana\mgeoflo 30 nw for dents to ¢ lete this collection of mformation. meluding the time for reviewins instructions,

g data theny mdmmnmnngthedzmuededandcompleungmdmwmngthecoﬂecumofmfommm If you have any comments
regardmgﬁn,burdene'tmmeamvoﬂmaspmoﬂhbcoﬂxummﬁummmdu&ngmggzumfmreduungdmhndmmdﬂrmbtheAdmmm Wage
and Hour Drvision, U.S. Department of Labor, Room $-3502, 200 Consty Ave, NW, Washi . DC 20210. DO NOT SEND THE COMPLETED FORM
TO THE WAGE AND HOUR DIVISION.
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For Military Family Leave Wage and Hour Division

Certification of Qualifying Exigency U.S. Department of Labor m“
(Family and Medical Leave Act) e

OME Control Number: 1235-0003
Expires: 531/2018

SECTIONI: For Completion by the EMPLOYER

INSTRUCTIONS to the EMPLOYER: The Family and Medical Leave Act (FMLA) provides that an employer may
require an employee seeking FMLA leave due to a qualifying exigency to submit a certification. Please complete Section I
before giving this form to your employee. Your response is voluntary. and while you are not required to use this form. you
may not ask the employee to provide more information than allowed under the FMLA regulations. 20 CFR 825.309.

Employer name:

Contact Information:

SECTIONII: For Completion by the EMPLOYEE

INSTRUCTIONS to the EMPLOYEE: Please complete Section II fully and completely. The FMLA permits an
employer to require that you submit a timely. complete. and sufficient certification to support a request for FMLA leave due
to a qualifying exigency. Several questions in this section seek a response as to the frequency or duration of the qualifying
exigency. Be as specific as you can: terms such as “unknown.” or “indeterminate™ may not be sufficient to determine
FMLA coverage. Your response is required to obtain a benefit. 29 CFR 825.310. While you are not required to provide
this information. failure to do so may result in a denial of your request for FMLA leave. Your employer must give you at
least 15 calendar days to return this form to your employer.

Your Name:

First Middle Last

Name of military member on covered active duty or call to covered active duty status:

First Middle Last

Relationship of military member to you:

Period of military member’s covered active duty:

A complete and sufficient certification to support a request for FMLA leave due to a qualifying exigency includes written

documentation confirming a military member’s covered active duty or call to covered active duty status. Please check one
of the following and attach the indicated document to support that the military member is on covered active duty or call to
covered active duty status.

A copy of the military member’s covered active duty orders is attached.

Other documentation from the military certifying that the military member is on covered active duty (or has been
notified of an impending call to covered active duty) is attached.

I have previously provided my employer with sufficient written documentation confirming the military member’s
covered active duty or call to covered active duty status.
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PART A: QUALIFYING REASON FOR LEAVE

8 Describe the reason you are requesting FMLA leave due to a qualifying exigency (including the specific reason you
are requesting leave):

]

A complete and sufficient certification to support a request for FMLA leave due to a qualifying exigency includes
any available written documentation which supports the need for leave; such documentation may include a copy of
a meeting announcement for informational briefings sponsored by the military; a document confirming the military
member’s Rest and Recuperation leave: a document confirming an appointment with a third party. such as a
counselor or school official. or staff at a care facility; or a copy of a bill for services for the handling of legal or
financial affairs. Available written documentation supporting this request for leave is attached.

Yes O No O None Available [J
PART B: AMOUNT OF LEAVE NEEDED

¥ Approximate date exigency commenced:

Probable duration of exigency:

[

Will you need to be absent from work for a single continuous period of time due to the qualifying exigency?
YesO NolOJ

If so, estimate the beginning and ending dates for the period of absence:

3: Will you need to be absent from work periodically to address this qualifying exigency? Yesld No[J

Estimate schedule of leave, including the dates of any scheduled meetings or appointments:

Estimate the frequency and duration of each appointment. meeting, or leave event, including any travel time
(ie.. 1 deployment-related meeting every month lasting 4 hours):

Frequency: times per week(s) month(s)

Duration: hours __ day(s) per event.
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PART C:

If leave is requested to meet with a third party (such as to arrange for childcare or parental care, to attend counseling, fo
attend meetings with school. childcare or parental care providers, to make financial or legal arrangements. to act as the
military member’s representative before a federal. state. or local agency for purposes of obtaining. arranging or appealing
military service benefits. or to attend any event sponsored by the military or military service organizations). a complete and
sufficient certification includes the name. address. and appropriate contact information of the individual or entity with
whom you are meeting (i.e.. either the telephone or fax number or email address of the individual or entity). This
information may be used by your employer to verify that the information contained on this form is accurate.

Name of Individual: Title:

Organization:

Address:

Telephone: ( ) Fax: ( )

Email:

Describe nature of meeting:

PART D:
I certify that the information I provided above is true and correct.

Signature of Employee Date

PAPERWORK REDUCTION ACT NOTICE AND PUBLIC BURDEN STATEMENT
If submitted. it is mandatory for employers to retain a copy of this disclosure in their records for three years. 29 U.S.C. 2616: 29 CFR 825.500.
Persons are not required to respond to this collection of information unless it displays a currently valid OMB control number. T he Department
of Labor estimates that it will take an average of 20 minutes for respondents to complete this collection of information, including the time for
reviewing instructions. searching existing data sources, gathering and maintaining the data needed. and completing and reviewing the collection
of information. If you have any comments regarding this burden estimate or any other aspect of this collection information. including
suggestions for reducing this burden, send them to the Administrator, Wage and Hour Division. U.S. Department of Labor. Room S-3502, 200
Constitution AV, NW, Washington, DC 20210. DO NOT SEND THE COMPLETED FORM TO THE WAGE AND HOUR DIVISION:
RETURN IT TO THE EMPLOYER.
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Certification for Serious Injury or U.S. Department of Labor

|||neSS Of a Current Wage and Hour Division
Servicemember - -for Military Family Leave MH
(Family and Medical Leave Act) 115, W s Hour Div

DO NOT SEND COMPLETED FORM TO THE DEPARTMENT OF LABOR: RETURN TO THE PATIENT OMB Control Number. 1235-0003
Expires: 5312018

Notice to the EMPLOYER

INSTRUCTIONS to the EMPLOYER: The Family and Medical Leave Act (FMLA) provides that an employer may
require an employee seeking FMLA leave due to a serious injury or illness of a current servicemember to submit a
certification providing sufficient facts to support the request for leave. Your response is voluntary. While you are not
required to use this form. you may not ask the employee to provide more information than allowed under the FMLA
regulations. 29 CFR 825.310. Employers must generally maintain records and documents relating to medical
certifications. recertifications. or medical histories of employees or employees™ family members created for FMLA
purposes as confidential medical records in separate files/records from the usual personnel files and in accordance with 29
CFR 1630.14(c)(1). if the Americans with Disabilities Act applies. and in accordance with 29 CFR 1635.9, if the Genetic
Information Nondiscrimination Act applies.

SECTION I: For Completion by the EMPLOYEE and/or the CURRENT SERVICEMEMBER for whom the
Employee Is Requesting Leave

INSTRUCTIONS to the EMPLOYEE or CURRENT SERVICEMEMBER: Please complete Section I before having
Section II completed. The FMLA permits an employer to require that an employee submit a timely, complete, and
sufficient certification to support a request for FMLA leave due to a serious injury or illness of a servicemember. If
requested by the employer. your response is required to obtain or retain the benefit of FMLA-protected leave. 29 U.S.C.
2613, 2614(c)(3). Failure to do so may result in a denial of an employee’s FMLA request. 2 CFR 825.310(f). The
employer must give an employee at least 15 calendar days to return this form to the employer.

SECTION II: For Completion by a UNITED STATES DEPARTMENT OF DEFENSE (“DOD™) HEALTH CARE
PROVIDER or a HEALTH CARE PROVIDER who is either: (1) a United States Department of Veterans Affairs
(*VA”) health care provider: (2) a DOD TRICARE network authorized private health care provider: (3) a DOD
non-network TRICARE authorized private health care provider: or (4) a health care provider as defined in 29
CFR 825.125

INSTRUCTIONS to the HEALTH CARE PROVIDER: The employee listed on Page 2 has requested leave under the
FMLA to care for a family member who is a current member of the Regular Armed Forces, the National Guard, or the
Reserves who is undergoing medical treatment, recuperation, or therapy. is otherwise in outpatient status, or is otherwise
on the temporary disability retired list for a serious injury or illness. For purposes of FMLA leave, a serious injury or
illness is one that was incurred in the line of duty on active duty in the Armed Forces or that existed before the beginning
of the member’s active duty and was aggravated by service in the line of duty on active duty in the Armed Forces that
may render the servicemember medically unfit to perform the duties of his or her office. grade. rank. or rating.

A complete and sufficient certification to support a request for FMLA leave due to a current servicemember’s serious
injury or illness includes written documentation confirming that the servicemember’s injury or illness was incurred in the
line of duty on active duty or if not. that the current servicemember’s injury or illness existed before the beginning of the
servicemember’s active duty and was aggravated by service in the line of duty on active duty in the Armed Forces. and
that the current servicemember is undergoing treatment for such injury or illness by a health care provider listed above.
Answer, fully and completely. all applicable parts. Several questions seek a response as fo the frequency or duration of a
condition. treatment. etc. Your answer should be your best estimate based upon your medical knowledge, experience. and
examination of the patient. Be as specific as you can; terms such as “lifetime.” “unknown.” or “indeterminate™ may not
be sufficient to determine FMLA coverage. Limit your responses fo the servicemember’s condition for which the
employee is seeking leave. Do not provide information about genetic tests, as defined in 29 CFR 1635.3(f). or genetic
services, as defined in 29 CFR 1635.3(e).
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SECTION I: For Completion by the EMPLOYEE and/or the CURRENT SERVICEMEMBER for whom the
Employee Is Requesting Leave:

(This section must be completed first before any of the below sections can be completed by a health care provider.)

Part A: EMPLOYEE INFORMATION
Name and Address of Employer (this is the emplover of the employee requesting leave to care for the current
servicemember):

Name of Employee Requesting Leave to Care for the Current Servicemember:

First Middle Last

Name of the Current Servicemember (for whom employee is requesting leave to care):

First Middle Last
Relationship of Employee to the Current Servicemember:

Spousel] Parent [J Son [J Daughter [0 Next of Kin [J

Part B: SERVICEMEMBER INFORMATION

(69 Is the Servicemember a Current Member of the Regular Armed Forces, the National Guard or Reserves?
YesOJ No[OJ

If yes. please provide the servicemember’s military branch. rank and unit currently assigned to:

Is the servicemember assigned to a military medical treatment facility as an outpatient or to a unit established for
the purpose of providing command and control of members of the Armed Forces receiving medical care as
outpatients (such as a medical hold or warrior transition unit)?

Yes[d No[d

If yes. please provide the name of the medical treatment facility or unit:

2) Is the Servicemember on the Temporary Disability Retired List (TDRL)?
YesOJ No[d

Part C: CARE TO BE PROVIDED TO THE SERVICEMEMBER

Describe the Care to Be Provided to the Current Servicemember and an Estimate of the Leave Needed to Provide the
Care:
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SECTION II: For Completion by a United States Department of Defense (“DOD™) Health Care Provider or a
Health Care Provider who is either: (1) a United States Department of Veterans Affairs (“VA”™) health care
provider; (2) a DOD TRICARE network authorized private health care provider: (3) a DOD non-network
TRICARE authorized private health care provider: or (4) a health care provider as defined in 29 CFR
825.125. If you are unable to make certain of the military-related determinations contained below in Part B, you
are permitted to rely upon determinations from an authorized DOD representative (such as a DOD recovery care
coordinator).

(Please ensure that Section I above has been completed before completing this section. Please be sure to sign the form on
the last page.)

Part A: HEALTH CARE PROVIDER INFORMATION

Health Care Provider's Name and Business Address:

Type of Practice/Medical Specialty:

Please state whether you are either: (1) a DOD health care provider: (2) a VA health care provider; (3) a DOD TRICARE
network authorized private health care provider; (4) a DOD non-network TRICARE authorized private health care
provider. or (5) a health care provider as defined in 29 CFR 825.125:

Telephone: () Fax:( ) Email:

PART B: MEDICAL STATUS
(1) The current Servicemember’s medical condition is classified as (Check One of the Appropriate Boxes):

[ (VSI) Very Seriously IlVInjured — Illness/Injury is of such a severity that life is imminently endangered.
Family members are requested at bedside immediately. (Please note this is an internal DOD casualty assistance
designation used by DOD healthcare providers.)

O (ST) Seriously IlInjured — Iliness/injury is of such severity that there is cause for immediate concern, but
there is no imminent danger to life. Family members are requested at bedside. (Please note this is an internal
DOD casualty assistance designation used by DOD healthcare providers.)

[0 OTHER I/Injured - a serious injury or illness that may render the servicemember medically unfit to
perform the duties of the member’s office. grade. rank. or rating.

[0 NONE OF THE ABOVE (Note to Employee: If this box is checked. you may still be eligible to take leave to
care for a covered family member with a “serious health condition™ under § 825.113 of the FMLA. If such leave
is requested. you may be required to complete DOL FORM WH-380-F or an employer-provided form seeking the
same information.)

2) Is the current Servicemember being treated for a condition which was incurred or aggravated by service in the line
of duty on active duty in the Armed Forces? Yesld — No[J

3) Approximate date condition commenced:

4 Probable duration of condition and/or need for care:
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&) Is the servicemember undergoing medical treatment, recuperation. or therapy for this condition? Yes[d No[J

If yes. please describe medical treatment. recuperation or therapy:

PART C: SERVICEMEMBER'S NEED FOR CARE BY FAMILY MEMBER

1) Will the servicemember need care for a single continuous period of time. including any time for treatment and
recovery? Yes[] NolOJ

If yes. estimate the beginning and ending dates for this period of time:

2) Will the servicemember require periodic follow-up treatment appointments? Yes[J Nod

If yes. estimate the treatment schedule:

3) Is there a medical necessity for the servicemember to have periodic care for these follow-up treatment
appointments? Yes[d No[J

% Is there a medical necessity for the servicemember to have periodic care for other than scheduled follow-up
treatment appointments (e.g.. episodic flare-ups of medical condition)?

YesO No[d

If yes. please estimate the frequency and duration of the periodic care:

Signature of Health Care Provider: Date:

PAPERWORK REDUCTION ACT NOTICE AND PUBLIC BURDEN STATEMENT
If submutted. it 1s mandatory for employers to retain a copy of this disclosure in their records for three years. in accordance with 29 U.S.C. 2616; 29
CFR 825.500. Persons are not required to respond to this collection of information unless it displays a currently valid OMB control mumber. The
Department of Labor estimates that it wall take an average of 20 minutes for respondents to conplete this collection of information. mcluding the
time for reviewing instructions, searching existing data sources. gathering and maintaming the data needed. and conpleting and reviewing the
collection of information. If you have any comments regarding this burden estimate or any other aspect of this collection mformation. inc
suggestions for reducing this burden. send them to the Administrator, Wage and Hour Division. U.S. Department of Labor, Room $-3502, 200
Constituion AV, NW, Washington. DC 20210. DO NOT SEND THE COMPLETED FORM TO THE WAGE AND HOUR DIVISION:
RETURNIT TO THE PATIENT.
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NEW MEXICO CORRECTIONS DEPARTMENT

Medical Certification

A “Serious Health Condition” means an illness, injury, impairment, or physical or medical
condition that involves one of the following:

1.

Hospital Care:
Inpatient is (i.e., an overnight stay) in a hospital, hospice or residential medical care facility,

including any period of incapacity or subsequent treatment in connection with or consequent to
such inpatient care.

Absence Plus Treatment:

A period of incapacity of more than three consecutive calendar days (including any subsequent

treatment or period of incapacity relating to the same condition), that also involves:

a  Treatment two or more times by a health care provider, by a nurse or physician’s
assistant under direct supervision of a health care provider, or by a provider of health
care services (e.g., Physical Therapist) under order of, or on referral by, a health care
provider; or

b.  Treatment by a health care provider on at least one occasion which results in a regimen
of continuing treatment under the supervision of the health care provider.

Pregnancy:
Any period of incapacity due to pregnancy, or for prenatal care.

Chronic Conditions Requiring Treatment:
A chronic condition which:

a  Requires periodic visits for treatment by a health care provider, or a nurse or physician’s
assistance under direct supervision of a health care provider;

b.  Continues over an extended period of time (including recurring episodes of a single
underlying condition); and

¢ May cause episodic rather than a continuing period of incapacity (e.g., asthma, diabetes,
epilepsy, etc.).

Permanent/L ong-Term Conditions Requiring Supervision:
A period of incapacity that is permanent or long-term due to a condition for which treatment

may not be effective. The employee or family member must be under the continuing
supervision of, but need not be receiving active treatment by, a health care provider. Examples
include Alzheimer’s, a severe stroke or the terminal states of disease.
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NEW MEXICO CORRECTIONS DEPARTMENT

Medical Certification
(Continued)

6. Multiple Treatments (Non-Chronic Conditions):

Any period of absence to receive multiple treatments (including any period of recovery) by a
health care provider or by a provider of health care services under orders of, or on referral by, a
health care provider, either for restorative surgery after an accident or other injury, or for a
condition that would likely result in a period of incapacity of more than three consecutive
calendar days in the absence of medical intervention or treatment, such as cancer
(chemotherapy, radiation or treatment, such as cancer therapy), kidney disease (dialysis).

Treatment includes examinations to determine if a serious health condition exists and evaluations
of the condition. Treatment does not include routine physical examinations, eye examinations, or
dental examinations.

A regimen of continuing treatment includes, for example, a course of prescription medications
(e.g., an antibiotic) or therapy requiring equipment to resolve or alleviate the health condition. A
regimen of treatment does not include the taking of over-the-counter medications such as aspirin,
antihistamines, or salves; or bed-rest, drinking fluids, exercise, and other similar activities that
can be initiated without a visit to a health care provider.



